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these clinical findings, this patient was considered to have 
idiopathic onstrictive pericarditis in New York Heart Asso- 
ciation (NYHA) class IV. Pericardectomy was indicated. We 
planned to monitor the p-v loops of the left ventricle during 
operation to evaluate the effects of the procedure. 
In December 1994, an operation was performed 
through a median sternotomy. A catheter-tip microma- 
nometer and a conductance atheter were introduced into 
the left ventricle through the ascending aorta. The preop- 
erative p-v loops showed an unusual shape (Fig. 1, b) 
compared with normal p-v loops (Fig. 1, a). After the 
removal of the pericardium between the right phrenic 
nerve and the left phrenic nerve, a small degree of 
improvement was noted on the p-v loops (Fig. 1, c), but 
the shape remained basically the same as before opera- 
tion. We added resection of the thickened pericardium 
attached to the lateral and the inferior walls of the left 
ventricle under cardiopulmonary b pass with cannulation 
of the right atrium and the femoral artery. The p-v loops 
after weaning from bypass were almost normal (Fig. 1, d). 
We considered the operations uccessful. 
The postoperative course was generally good. In the 
early phase after operation, the patient needed relatively 
high doses of diuretics and plasma products. Thereafter, 
ascitic fluid gradually decreased and subjective symptoms 
showed obvious improvement. Cardiac catheterization 
after 42 postoperative days showed obvious improvement: 
right atrium, 12 mm Hg; right ventricle, 33/-12 mm Hg; 
and left ventricle, 105/~15 mm Hg. Blood chemistry test 
revealed amanifest decrease of alkaline phosphatase (660 
U/L, compared with 1086 U/L before operation). The 
patient's body weight and the girth of his abdomen 
reduced and were almost stable (56 kg and 79 cm, 
respectively) with furosemide (Lasix) at a dosage of 80 mg 
orally. The patient was discharged after 45 postoperative 
days. 
Clinical results of pericardectomy (mainly between the 
right phrenic nerve and the left phrenic nerve) for constric- 
tive pericarditis are generally stable and good for patients in 
NYHA classes I, II, and III, whereas results for patients in 
NYHA class IV are usually poor. 3' 4 In addition, there is 
persistent controversy regarding the optimal extent of peri- 
cardial resection for each case, and evaluating the effects of 
resection is difficult during operation. We therefore planned 
to monitor the p-v loops of the left ventricle for this patient 
in NYHA class IV to evaluate the effects of the procedure 
and to determine the optimal extent of pericardial resection. 
Intraoperative normalization ofthe p-v loops led us to expect 
a good postoperative course. In line with our expectations, 
NYHA class (postoperative class II), ascitic level, and clini- 
cal data had improvement obvious and were stable after 
operation. 
This case showed that intraoperative monitoring of the 
p-v loops of the left ventricle, easily performed by the 
conductance catheter method, expresses well the cardio- 
dynamics of the individual heart and is an excellent and 
useful technique for evaluating the effects of pericardec- 
tomy for constrictive pericarditis. 
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TRANSAORTIC VIDEO-ASSISTED EXCISION OF A LEFT VENTRICULAR 
PAPILLARY FIBROELASTOMA 
Keith B. Allen, MD, a Marshall Goldin, MD, u and Ramon Mitra, MD, PhD, c Indianapolis, Ind., and Chicago, Ill. 
Papillary fibroelastomas are rare intracardiac tumors 
that can arise from any endocardial surface. Before the 
advent of echocardiography, diagnosis was primarily an 
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incidental finding at autopsy or operation. Despite the 
diminutive size of papillary fibroelastomas, surgical exci- 
sion is generally indicated to prevent life-threatening 
coronary, cerebral, and systemic emboli. This article re- 
ports the first video-assisted removal of an intracardiac 
tumor. 
A 57-year-old white man was admitted for evaluation of 
recurrent atrial fibrillation. Previous operations included 
myomectomy for idiopathic hypertrophic subaortic steno- 
sis 10 years before this admission. History, results of 
physical examination, and laboratory profile were unre- 
markable. Despite appropriate medical therapy, the pa- 
tient remained in atrial fibrillation. 
Before elective cardioversion, a two-dimensional echo- 
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Fig. 1. Gross appearance of the excised papillary fibroelastoma with its attached stalk (arrow). 
cardiographic scan unexpectedly demonstrated a stalked 
1.5 × 1.5 cm mass arising from the posterior medial 
papillary muscle. Echocardiographic diagnosis was consis- 
tent with a small myxoma or papillary fibroelastoma. 
Cardiac catheterization demonstrated normal coronary 
anatomy and no evidence of left ventricular outflow tract 
obstruction. Surgical excision was recommended in con- 
sideration of the known potential for coronary, cerebral, 
and systemic embolization. 
Sternotomy was uneventful; bicaval and ascending aor- 
tic cannulation were accomplished and total cardiopulmo- 
nary bypass was initiated with systemic ooling to 30 ° C. 
The small left atrial size made the standard left atrial 
approach less desirable; a transaortic approach was cho- 
sen to avoid a ventricular incision, with its potential 
complications. 
With the patient in cardioplegic arrest, a hockey-stick 
incision was created in the ascending aorta; however, 
transvalvular inspection of the left ventricular cavity did 
not demonstrate the mass. With standard videothoras- 
copic equipment, a viewing scope that allowed simulta- 
neous visualization and biopsy was passed through the 
aortic valve and into the left ventricle. A pedicled mass 
with delicate papillary fronds resembling a sea anemone 
was seen arising from the endocardial surface at the base 
of the posterior medial papillary muscle. The stalk of the 
mass was easily grasped with the biopsy portion of the 
viewing scope, allowing excision of the entire tumor 
(Fig. 1). Intraoperative transesophageal echocardiography 
demonstrated no residual mass. 
The specimen measured 1.5 × 1.5 cm, with the papillary 
fronds averaging 0.5 to 1 cm in length. Histologically, the 
papillary fronds consisted of a central core of dense 
connective tissue surrounded by a layer of loose connec- 
tive tissue covered by hyperplastic endothelial cells. Re- 
sults of gross and histologic examinations were consistent 
with the final diagnosis of papillary fibroelastoma. 
The postoperative course was uncomplicated, with the 
exception of recurrent atrial fibrillation ecessitating car- 
dioversion. Patient follow-up at 20 months demonstrated 
no evidence of tumor recurrence. 
Papillary fibroelastomas are rare, characteristically 
small, nonneoplastic tumors representing 1% to 4% of all 1 intracardiac masses. Although infrequently seen in pa- 
tients younger than 50 years, papillary fibroelastomas re 
the most common type of tumor arising from cardiac 
valves and have been reported to arise from any endocar- 
dial surface. 2 
Before the advent of echocardiography, incidental di- 
agnosis was occasionally made at the time of heart oper- 
ations; however, such tumors were usually pathologic 
curiosities discovered at autopsy. The techniques of two- 
dimensional echocardiography and, more recently, trans- 
esophageal echocardiography provide both a definitive 
preoperative diagnosis and a means of accurate postoper- 
3 ative follow-up. Cardiac catheterization is still recom- 
mended to exclude associated coronary artery disease; 
however, left ventriculography should be avoided to pre- 
vent iatrogenic tumor embolization. 
Grossly, these tumors resemble sea anemones, with 
numerous villuslike projections extending from a central 
stalk. Histologically, the papillary fronds typically have 
three distinct architectural zones: (1) a central core con- 
sisting of dense connective tissue, (2) a peripheral loose 
myxomatous zone with a rich mucopolysaccharide matrix, 
and (3) an overlying layer of hyperplastic endothelium. 
This last layer of endothelium is contiguous with the 
endothelial cells lining the endocardium or cardiac valves. 
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Despite their small size, papillary fibroelastomas have 
been reported to cause angina nd sudden death from either 
coronary emboli or direct ostial occlusion by prolapsing 
tumor. 4 In addition, cerebral embolization and infarction 
have been reported to be caused by tumor particles or, more 
likely, fragmentation f thrombus, which has a propensity 
toward accumulation the extensive surface area provided 
by the tumor fronds. 3' 5 Although papillary fibroelastomas 
are considered "benign," their clinical course is deceptive. In 
light of their unpredictable nature, papillary fibroelastomas 
should be resected even in the patient who has no symptoms. 
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